dence for active pancreas disease, it would seem to be correct practice to investigate the urine amylase activity and the Cam/Ccr ratio, especially as these tests are both easy to carry out and minimally invasive. Given a good renal function the Cam/Ccr ratio is significantly decreased in subjects with macroamylasaemia (as in our case) while it is normal or increased in subjects with diseases of the pancreas or other organs containing amylase-that is, salivary glands. The electrophoresis of serum amylase activity should confirm a diagnosis of macroamylasaemia by producing the typical broad band.
The interpretation of laboratory results has become an important aspect of medical practice. Macroamylasaemia is a condition that does not require any treatment, and a correct diagnosis can mean that a patient can be spared unnecessary pharmacological or dietetic treatments.
We thank Mrs Phyllis Ashburn for help with the manuscript.
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Tomaova A neonate with hyperinsulinism was referred to us. He was being treated with intravenous dextrose and diazoxide but was oedematous and in heart failure. Water overload may arise from the treatment of hyperinsulinism with dextrose solutions. Diazoxide is known to cause sodium retention, ' and this compounds the problem. To reduce his glucose requirement we treated him with human growth hormone.
Case report
The boy was the third full term child of Asian parents who are first cousins. At delivery he weighed 3900 g and looked like the baby of a mother with gestational diabetes. He became symptomatically hypoglycaemic at four hours and was treated with intravenous glucose. To maintain his blood glucose concentration above 2 mmol/l (36 mg/lOOml) he was treated with increasing amounts of intravenous glucose and oral feeds. Hydrocortisone 4 mg/kg/day intravenously and on four separate occasions glucagon 100 [tg/kg did not have any apparent effect. By the sixth day his carbohydrate requirement (oral feeds plus intravenous) had risen to 23 mg/kg/min, but he was still having periods of symptomatic hypoglycaemia ( Figure) . He was subsequently found to have an insulin concentration of 38 IU/l, with a blood glucose concentration of 2-3 mmol/l (41.5 mg/100ml). He was referred to Birmingham Children's Hospital on the sixth day. He was in heart failure with pulmonary oedema, a patent ductus arteriosus, and some peripheral oedema. The liver was two and a half centimetres below the costal margin. During the previous 12 hours he had received 260 ml/kg/day of fluid. Treatment with hydrocortisone was stopped. His heart failure was treated with frusemide for 24 hours, and he was started on human growth hor- 
